have wide experience, the rate of vaginal fornix removal has significantly increased year on year (Matsuzaki et al., 2009 Moreover, we have successfully used the shaving technique on numerous patients consulting us for a second opinion, having been told they need extensive surgery with bowel resection and possible colostomy at elsewhere. We also dispute Meuleman's view that 'long duration has to be balanced against the low rate of complications'. Bowel resection is demonstrably associated with a higher rate of complications and reducing the duration of surgery that will not decrease this rate (Donnez and Squifflet, 2010) .
J. Donnez* and J. Squifflet Department of Gynecology, Université Catholique de Louvain, Cliniques Universitaires Saint-Luc, Brussels, Belgium *Correspondence address. E-mail: jacques.donnez@uclouvain.be doi:10.1093/humrep/der099 Advanced Access publication on April 7, 2011 Oral contraceptives and endometriosis Discours de la Méthode. Pour bien conduire sa raison. . . Sir, It is with great interest that I read Vercellini et al.'s (2011) paper, which presents the reasons for the systematic use of long-term medical treatment in women suffering from endometriosis. Vercellini et al. from Milan have a long-established record in the application of surgical wisdom (Vercellini et al., 2006 (Vercellini et al., , 2009 , but I believe that this last article stands out as one of the best I have read over recent years and warrants a wide press amongst physicians involved in the management of endometriosis.
They emphasise that hormonal treatment is the best currently available medical therapy, that it will probably remain so for the foreseeable future, and that there is sufficient evidence to strongly recommend it, whether in association with or as an alternative to surgery. They also suggest that monophasic contraceptive pills or low doses of norethisterone acetate taken continuously should be considered as reference comparators in all future randomized controlled trials on medical treatments for endometriosis. I would like to take this a step further by suggesting that, on ethical grounds, Institutional Review Boards and journal reviewers should no longer accept further studies on medical therapies for endometriosis which include a placebo arm.
As endometriosis is a chronic disease with a high recurrence rate the authors correctly state that administration of short-term medical therapies is not only ineffective but flies in the face of medical logic. While most surgeons would agree that repetitive surgical procedures must be avoided, what is necessary is the systematic recommendation of post-operative medical treatment in order to prevent endometriosis recurrences which require new surgery. These considerations impact the methodology of case-series studies that aim to evaluate the risk of recurrences following various surgical procedures, such as resection of deep infiltrating endometriosis and ovarian endometrioma excision. In these studies, accurate information about the duration of post-operative medical treatment is seldom, if ever, available. Since numerous young women take contraceptive pills to avoid unexpected pregnancies, the relationship between recurrence rate and surgical treatment is invariably confused by post-operative hormonal therapy intake. It is for this reason that accurate information about the duration of post-operative hormonal treatment in each patient should be mandatory in all prospective or retrospective studies that focus on the surgical management of endometriosis. This would allow for the likelihood of post-operative recurrences to be estimated from two distinct survival curves one with a starting point at the time of surgery, and the other at the end of post-operative medical therapy.
The acceptance by surgeons that medical treatment should systematically be prescribed in order to suppress the development of small residual foci responsible for recurrences would allow further questioning as to whether extensive surgery and compulsive carcinologic resection of all endometriosis lesions is still mandatory, particularly in cases with a high risk of unfavourable post-operative functional outcomes (Roman et al., 2010) . We are some way from answering this question, but contributions such as those of Vercellini et al. lead me to believe that we are on the right track.
Reply: Oral contraceptives and the endometriosis domino effect Sir, We are grateful to Dr Roman for his interest in our article (Vercellini et al., 2011) and for the debate he has stimulated. As emphasized by Dr Roman, long-term medical therapy with monophasic oral contraceptives (OC) or progestins may prevent or interrupt the endometriosis domino effect.
The typical story begins with fortuitous identification of a small ovarian endometrioma at vaginal ultrasonography performed for pain or routine control in a young woman. A laparoscopy is indicated and part of the ovary removed together with the pseudocyst. Postoperative medical treatment is seldom prescribed or used for a few months only. Owing to the 10% annual endometrioma recurrence rate, this sequence of events may be repeated before the woman seeks a pregnancy. Meanwhile, pain may worsen and symptoms as well as disease control may become more complicated because of post-surgical adhesion formation. If there is an unexplained failure to conceive, another laparoscopy is frequently considered mandatory to check pelvic conditions, excise residual endometriotic lesions, and confirm tubal patency. However, ovarian reserve might have been already damaged by previous surgical insults, tubal fertility impaired by spontaneous as well as iatrogenic periadnexal adhesions, and a further surgical procedure might have a marginal effect. At this point, IVF is usually suggested, but the patient is eventually deemed to be a 'poor responder' and, after unsuccessful attempts, chooses ovum donation. In the following years she will probably continue her surgical Calvary until a hysterectomy is ultimately undertaken. The story might appear at the end but, based on the opinion of experts, the patient subsequently decides to remove also the gonads, to prevent the 4-fold increase in risk of endometrioid ovarian cancer. However, the ovaries might be difficult to remove, as they are stuck under extensive and dense adhesions, and a tiny fragment of parenchyma may be involuntarily left behind. As a consequence, only the climacteric will definitively free our unlucky patient from the ovarian remnant syndrome.
What would have happened had this woman used an OC since the first consultation without performing a laparoscopy first? Neither surgical procedures nor iatrogenic ovarian damage before child seeking would have occurred; only one laparoscopy would have been performed just in case of infertility or, alternatively, IVF with a presumably preserved gonadal reserve and fair probability of conception; when pregnancy was no longer an issue, indefinite OC use with sufficiently good pain control and achievement of an acceptable quality of life; prevention of disease progression or recurrence; substantial reduction of ovarian cancer risk (Modugno et al., 2004) , and the safe attainment of climacteric. Long-term OC use is not associated with major adverse consequences (Hannaford et al., 2010; Vessey et al., 2010) .
These descriptions define only the extremes of a shades-of-grey scale, particularly considering that OCs and progestins are not effective or not tolerated in almost one-third of patients, and that surgery, when correctly indicated, remains an important aspect of endometriosis treatment. However, situations like the one depicted above are not infrequent in referral centres.
Behind the clinical consequences of a life with endometriosis but without OCs, there are also economical aspects to be carefully considered. The remarkable burden on medical resources is also due to the high prevalence and recurrent nature of the disorder. If the various manifestations of the disease are not prevented or adequately managed, they could occur in a cascade fashion impoverishing already limited national healthcare systems. The overall cost of endometriosis (including analgesics, hormonal therapies, gynaecological consultations, hospital admissions, surgical procedures, days off-work and reduced productivity) is impressive and substantially higher than estimated costs of other chronic conditions (Gao et al., 2006; Simoens et al., 2007) . Projection studies are needed in order to evaluate the impact of two different healthcare models for women with endometriosis, one based mainly on long-term management with OCs and progestins, and the other based mainly on surgical procedures targeted at lesion elimination. It would be interesting to compare the results not only clinically, but also in terms of global medical expenditure: how much money could be saved by extensive OC use and invested in precious research?
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